STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY

DEPARTMENT OF SOCIAL SERVICES
744 P Street, Sacramento, CA 95814

May 19, 1986

ALL-COUNTY LETTER No. 86-40
TO: ALL COUNTY WELFARE DIRECTCRS

SUBJECT: IN~HOME SUPPORTIVE SERVICES (IHSS) CASE MANAGEMENT INFORMATION AND
PAYROLLING SYSTEM (CMIPS) FORMS REVISIONS

The attached THSS CMIPS required forms, SOC 293(10-85) IHSS Assessment, SCC 311
(10-85) IESS Provider Eligibility Update, NA 690(10-85) IHSS HNotice of Action

and NA 690(SP) (11-85) Spanish Notice of Action, are now in effect and may be
obtained directly £rom the Electronic Data Systems Corporation (EDS). To order
formg from EDS, please call (916) 636~4280. If you have guestions regarding
distribution of the above forms, please contact Bill Tucker, EDS at (918) 636-4276.

Also attached is a new form SOC 293A(11-85) IHSS Needs Assessment-~Face Sheet. This
form is tc be used as part of the assessment process by the counties and is now
available from the Department of Social Services (DSS) Warehouse, or counties may
reproduce it themselves.

As counties convert from the old payrelling system to CMIPS, these new forms
obsolete prior related forms SOC 293(2-80), SOC 293 HY(3-80) and S0C 311(8-81).

Existing forms NA690 and 690(5P) (11-B3)}, 690A(SP) (11-83), 690B and 6%0B(SP) (11-83)
and NA690C and 690C(SP) (11-83) will remain available for counties to use if they
must issue manual Notices of Action.

The purposes of these CMIPS forms were explained during the statewide CMIPS training
sessions. However, if you have any questions or concerns regarding the CMIPS pro-
cess or these forms, please contact Roberta Christensen of the Adult Services Bureau
at (916) 324-B774.

Deputy Difector
Adult and Family Services bDivision

cc:  CWDA

Attachments




Supplementary Ordering Instructions

After ordering the following forms by telephone, a
corresponding county purchase order must be sent to:

EDSF Corporation - IHSS
11060 White Rock Road
Rancho Cordova, CA 95670

This is necessary for record-keeping/billing

purposes.

The forms, their price per form and the number of
forms per bhox are as follows:

S0C 293 (two-ply), $.077 each, 1,500/box
50C 293 (three-ply}, 118 each, 1,000/box
NA 690, .103 each, 1,050/box
NA 690 (SP}, .103 each, 1,050/box
sS0C 311, .046 each, 1,375 /box
Two-window envelope, .032 each, 500/box

Although not reguired, you are encouraged to order
by the box. This will facilitate shipping by EDS
and your storage after receipt. Please allow at
least 10 working days for receipt.
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otate of California - Heailh & Wellare Agency - Depariment 01 CC01300
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State of California - Health & Welfare Agericy -
Department of Social Services

IN-HOME SUPPORTIVE SERVICES

A

PROVIDER ELIGIBILITY UPDATE
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. State of Calilornin - Health & Welfare Agency - Departmer ~{ Soclal Serviees
IN.FOMESUPPORTIVE SERVICES
NOTICE OF ACTION-

Nate: ‘Fhis uotice relates ONLY to your Social Services.

T sboen SO nffeet your receipt of 8817350 or Social Securlty.

KEEP THIS NUVICRE WETH YOUR IMPORTANT PAPERS.

YoUR /
THERS
ORI

!

IF REQUESTING A STATE HEARING, PLEASE SEND TO:
i -

3 Case Number

Date Mailed

NOW

Your Countable Income:

Minus 951: 58P Benefil Level:

Your Share of Cost:

Minus Asseased THSS Cost

o o S ok &R

Tneame in Excess of Assessed Cost:

SFRYVICES HOURS PHEYIGUS () INCREASEOR
M NOW HOURS {-} DECREASE

NOMESTH SERVICES per month:

(Jean floors, wash kitchen counters, stoves, refrigerators, bathroom
store {ood, supplies toke ouwt gnrhage; dest, pick up; bring in Fuels

change rnd make bed.

HEAVY CLEAMING {one momh only):

RELATED SERVICES per week:

e Prepare Meals:

“* Menl Clennup, Menu:

. »
Houtine Lavundry:

Shopping [or Food:

Other Shopping Errands:

NON-MEMCAL PERSONAL SERVICES per week:

* Renpiration Arsistazce:

¥ Bowel, Bladder Care:

* Feeding:

* Routine Bed Bathn

. ,
Dressing:

* Menstrnal Care:

* Ambulation:

* Move ln/OQut of Bed:

* Bathe, Orel Hygionc/Grooming:

* Ruly 8kin, Repositioning, Help
On /O Seats, In/Oat of Yehicle:
* {are/ Assistence with Prosthesis:

WAS

Your Countable Income:

Minus SSI/SSP Benefit Level:

Yaur Share of Cost:

Minus Asacssed THSS Coat:

LN R 4

Ineome in Excess of Assessad Cost;

o HOURS | PREVIUUS {4+ INCREASE.OR
SERVICES o RS TRBURS® DECHEASE

TRANSPORTATION SERVICES per werk:

Medical Appointment:

To Alternative Respurces:

YARD HAZARD ABATEMENT:

Remove Grass, or Weeds,
Rubbish (one month orly):
Remove Ece, Snow, per week:

PROTECTIVE SUPERVISION per week:

TEACHING /DEMUNSTRATION per

week: (no mors then three months daration)

* PARAMEDICAL SERVICE per week:

TOTAL WEEKLY HOURS X 4.33:

ADD DOMESTIC SERVICE HOURS:

ADD BEAVY CLEANING:

ADD REMOVE GRASS, ETC.:

TOTAL MONTHLY HOURS

NOW WAS

Restaurant Meal Allowanes: $ $

E} *Rice you meet the eriteria for 20 hours or more in macred (*}aservices you

can get an advance pryment to pay your awn provider. 1f you want 19 get
mdvanec payment, eontae! your service worker, Double starred (**)services
are inelizded in the 28 haure only when aseistanen with feeding, preparotion
of meals nad imeal eleanup are required.”

The above sction(s) i supported by Federel Law (Social Seeurity Act), Stute Law (Welfare andd Institutions Code), Federal Regulations (Code of
Federal fteguiations), State Regalations (California Administrative Code and Stare Depariment of Social Services Manual of Policies and Procedures):

You must report immediately any changes that might affect your eligibility o need for In-Honte Supportive Services such as change in income,
praperty, Bring areangement, medical condition or ability to work. H you have any questions or think additional facts should be considered contnet:
Thstriet (ffice: Serviee Worker: SWi# 'rt‘l(’-])hﬂnc:

YOUHTAVE THE RIGHT TO FILE A WRITTEN OR ORAL REQUEST FOR A STATE HEARING. PLEASE SEND YOUR
WRITTEN REQUEST TO THE COUNTY ADRDRESS ON THE YO RIGHT YAND CORNER OF THIS FORM.

PLEASE SEE REVERSE SIDE OF THIS NOTICE FOR FURTHER DETAILS

NA G (L0-05)



RIGHT TO REQUEST A STATE HEARING

L. You bave the right 1o a conlevenne with vepreecntatives of
the County Welfare Department to talk nbout this intended
aclion. At such a conferenee, you may speak for yourself
or he represented Dby a kwyer, o friesd or other
spokesperson, H you wanta conference, contied yonr conndy
department.

2. Whetker you request n conferenre ar not, yorcalso have the
vight 1o request o State Henving wl ddecision by the
Pireetar of the State Dephriment of Sockal Servieex {see
Torm below), Your reguest may be written or oral but it
mast state that you want a hearing and why you are dis-
antisfied. YOUR REQUEST FOR A HEARING MUST BI
MADE WITHIN 98 DAYS OF THE MARLING DATK OF
THIS NOTFICE.

3 IF YOU REQUEST A STATE HFARING ANYTIME
DEFORE THE BFFECTEVE DATE (I T COUNTYS
PROPOSED AUTION, Y(HHU SERVIUES -MAY CUN-
FINUGE UNTIL FHE HEARING. Your will aot e lialde
for repaytment of serviees mounies reecived pending the
henving, even il the result ia a deninl, provided your
request is made in gk faith,

4. You may request a Stale Hearing on yosir own, or yon
may ask your county depariment for acsistanee, In either
C‘ﬂ.fﬂ, howoever, he sure to isform your connaty c}(’purlmcnl
warker as snou ns possilile.

5. At a State Hearing you Lnve the right 1o he represenied
by an aftorney oe any other person {a friewd, relative, or
other spokespersonk, af your choien. Yau aaay ablain free
lepat advice and the gerviees of o lawyer. You ean get help
in lueeating free legal asvistanee by catbiog the tofbfeec
sumber of Publie Inquiry amlk Response. Your may o
contarl the nearcst social serviee rights orgunisation for
amsistance in presonting yoar claim,

6. State regulations governing State Heariags {or sdrial
services are available at the office of the County Welfure
Beparfment,

7. Tnformation Practires » The toformation you are requesied
1o grovitke is manmifatory in order ¢ process your request
for & State Iearing puranant 1o WEHD 10950, A case file
will be entablished hy the ©4fee of the Chicl Referee,
You have the right to examine the materials that constitute
the record for deciston, Any information yau proevide may
be shared with the County Wellare Department or the United
States Department of Hlealth and Hieman Services,

If you wish ta make a written request for a State Hearing,
pease senat this page to the Comty Wellare Department. The
aildress is fonud an the fron side of this natice on the rop right
hand eurnier,

To make an aral request for a State Hearing, or obitain furiher
infurmation ahont yeur State Hearing rights er files, you may
contact;

Bubslic Inyuiry and Response

State Department of Social Servives

744 P Strect, Maif Station 16-23

Sieramento, Ca. 95814

(860} ¥52-5253 (1odl-free number)®

TDD (800} 952-8349* For Hearing and Specch Linpaired

*You may have 1o dinl “17 first.

REQUEST FOR STATE IHEARING

Nawmie (Last, Fivsr, biddle baivinl}

Fhone Nu. Sacial Seeurity No,

Addreas City

State Tip Code

T hereby roerst g State Hearing belore the State Bepastusent ol Sueial Seevivos oo the actioe taken by the Connty coganbimg my soctad sersices The veaniens far

wmy reqoesi ave ns folinwae:

1 Lase trouble nnderstanding Faplish, theveiore Frequust sn ingerpreter
far wey bearing in the following

Lanpgaape Biajert

Signnture

AUTHOIZED BEPRE

Frate Sipaoed

ENTATIVI

Nanse of Authovized Representatise

Acdidreas of Authenized Hepreaantive

Signatsirs of State learing Apprlicant

Date Signed




| Fpade de Califo nin-Agsncta de Sulud y Bicaeatar-Departcmeuto de Se~lelos Socintos
ROTIFICACION DE ACCION DE SERVICIOS
DE CASA Y CUIDADG PERSUNAL (11185)
Notn: Eata notificacian se relaciona SOLAMENTE a sog servicios
aeaioles, MO afecta my rucibo de SSL/SEP o Seguro Sackal,

AT DSTA SOLICTTANDO UNA AUDIENCIA (0N FL ESTADO

* Ambulacidn:

* Subiree n, o hajarse de |n came:

= Bafio, higiene bucal /srvegio:

# Fratay, avomadar, ayiuda parn
gentesse o levanieese de asientos
entrir o/ ealiz de vehiculos:

% Cuoidade Casistoncia non partes
puostizes:

GUARDE BSTA NOTIFICACION CON SUS PAPELES IMPORTVANTES. ENVIELA A:
su [ 1 I M
GFICINA
L JEISE
L 4 L N
- **% Milmero del case
Fecha en que se envid
L. A
AHORA ERAN
Suu ingresos contables: § Sus ingresos coutables: $
Menos of nivel de benelicios de 53E/S8P: $ Menos el nivel de beneficios de 551/58P: $
Bu parte del ensto: $ _ Su parte del cogilo: $
Menos el costo fijado de FHERS: $ Menos el coste Eiado de THSS: $
Ingresea en excesa del costo fijada $ Tngreros en excern del costo fijade $
: HEES HORAS HOR 3 AUKENTO, | HORAY [id ;
.SEML% AHORA )w?i 2 ¢-§?)|5nlmuc=tiu M AMORA Argi"lb& (-§%!§%TEJ¥%N
RIORM! HVE RIGRMENTE
RVICIOS DOMESTICOS : .
SE I BOMESTICOS por mee SERVICIOS DE TRANSPORTACGIGN por senana:
Limpiar los pisos, lavar cf mostrador de in cocina, estifes, refrigeradores,
bafio; afmacensr romida, provisiosies; ancar a kasura; sacudir, recoger; Cita médien:
traer eombretible; cambiar la ropa de cama y tender la iniama.
LIMPIEZA A FONDO (en mes sola- A fuenies alternativas
metitel
SERVECIOS RELACIONADOS por se- ELIMINACION DE RIESGOS EN EL PATHO:
. raans Chiitar hierbas o maleza,
** Preparar lus comidue: esvambros (un mes salamente):
witar iielo, nieve, sgmanal-
hid Lim[zi.ar después de comidas, gente:
memd: SUPERVISIGN PROTECTORA por
Lavado de ropa rietinerio: BeTANS:
Compra de comida: £ =
ENSENANZA/DEMOSTRACION por
Compra de piros encargos: prmannt {no man de tres mewss de duracifng
+ SERVICIOS PARAMEDICOS por
FERVICIOS PERSONALES NOMEDICOS persemana: seIRAng
TOTAL DE HORAS POR SEMANA X
* Ayuda para respiear: 4.33 ¢
AGRECUENSE LAS TIORAS DESTRVI-
™ Asistir en la limpieza de cvacua- (IS DOM EETIC0E:
viones intestinales y de la vefigs: AGREGHESE LA LIMPIEZA A
% Afimentavidn: FONDO:
AGREGHESE EL QUITAR LAS HIER-
* Bafios rutinarios en ls cama: BAS, ETC:
* Vestirae:
* Cyidade del perfodo mepatrsal TOTAL DE HORAS AL MES
AHORA ERAN

Asignacion para comidas en
FeElaLYBDLe ¢

$ $

“Ya quc reune Ins regiisitos pars 20 horan o mds cn seevicios mareados con
stetiseos {*h usted puede recibiv un pago por adelantrdo para pagarle aau
propin provecdor. 3t desra olstener un page por edelantado, péngase en
contasta pon s trabajador{s) de servicioa. Loy servicion con dos asteriscos
*") eatfin includdos en Ing 20 haras solamente cnnndo se requicre satatencia con fa
alimerntncidn, preparacién de alimentos y limpicza despnés de comidas™

La aecidnies) nutsrion livne Fondamento oo b dey federal (Aeia del Begarvo Social). ladey estatal {Chdigo de Rienestar ¢ [nstitaciones), low ordenamientos federales
(Cisdign de rdenamientos Fedurales, ordenamiontes vstalales (Cadigo Administrativo de Californis y el Manual de Procticas y Procedimientos del Departa-

mento de Servicion Seciales del Estado):

Usted doha reporiar inmediatamente cualesquier cambios que puedan nfestar pu elegibilidad o necesidad para Servicioa de Cara y Cuidado Peraonal, tales
comao cambion en ingreans, propiedad, srreglos de viviends, condiciones médicas o hubilidad para trebajar. Sitiene preguntes e cree que se deban considerar

cireunataneias adieinneles comuniquese con
Oficins del dietrito:  Trabejodor(s) de Servicioe (5W)

Teiéfono:

¥ del 8W:

USTED TIENE EL DERECHO A SOLICITAR UNA AUDIENCIA CON EL ESTADO YA SEA POR ESCRITO U ORAL-
MENTE. POR FAVOR ENVIE SU PETICION ESCRITA AL DOMICILIO DEL CONDADO QUE APARECE EN LA

ESQUINA SUPERIOR DERECHA DE ESTA FORMA.

NA 698 (3P (11-85)

POR FAVOR VEA EL REVERSO DE ESTA NOTIFICACION PARA MAS DETALLES




DERECHO A SOLICITAR UNA AUDIENCIA

ESTADO

1. Ustedd viene el desecha o oina eonnnlla voan repreactianies
del depurramento de binnestar ol

capdndo parn

eunverper eon reepeela o esta Arcinn propse PR ER
vensulty, pueds habler por af misme a ser popreseutadifn)
por un abogado, un amige w elre represeutanie. Si
quicee nna consieltz, eomuniquese ron nk alepartasentn el

eemdado,

2. Ya selivite unn consnlta o no, tambien tiene o ddecerho o
pedir uns Audiencia con ol Estado y ona deciside el
Diregiar el Departpmento e Teejries Sueiados (ol Boaede

frra In Torma alajad. Sie peticidn poede eer par ererita

a wral, poea dehe eepesifiear mque aiere e pndicoecky
5 oper qué vatd dvaniisfeeho. DEGE PRESENTAR
SU PETIOMIN, PARA A AUDIEMNEIA DENTRO
PE LOS 00 DIAS SEGUINNTES A LA FECHA LN
QUL SE ENVIO POR CORREO ERTA NOTIFICACION,

3 4D PIPRE BMNA AUDLMUIA 0N 158 BERTARG
ANTES DE LA FECHA BEFECTIVA DR LA ACCION
QUE PROPUSO 1 CONDADND, S pPosiBLE QU
CONTINUEN SUS SERVECIOR HASTA TA
AUDIENCIA. Usted ne rerd responsable de reembolsar
serviries pwametarios recilides micatons fnooadieocia ~atoba
pendiente, aun gl reculla en una negacidn, slempre y cusndn
Ttaya hechu su peticidn de haena fe,

4. Parde pedir una awdicncia por g misan, o poede peldic
que sn departumento del cundade 1o asista, e conbepier
mancra, ascgiirese- de notifienr n wn tradajadaor{a} Jef
depactamento del condade tan pronto come gea pasthie

T oo Andicacis eon el Fatade vsteid tiene of slerecho o
ser reprosentado por une abopnde o cuabyoicr ol persona
{un amipge. poriente. 1 etro representantel gque usted
te pudicra ohtener eonacjo legnl
pratuite ¥ tos servicios de un abogmlo, Pucds obilenes ayueda
para localizac asistencin legal gratuita liamanide
al nimere e teléfono pgratoite de lo @ficina Jfe
Preguatas y Reapuestas ot Mibiico, Tawbhién se
poede poner en cantacto con Ta arganizedsn de dereclios
de servieios sociafes mis cerrann para npue le

(23

ceeoja. Posibleme

CON EL

aywilen a presentar siopoetivisen,

6. baa repalariones eatavades que rigen das npodiencing eon
el estado e respertn a o servieies goeinles estin oo dn

dizposician en i oficing del departamienty de servicior
soviabes ded anplado,

vovespertn a Ia infarmeeion - br informacion

fl‘l" ¢ !(’ . _| I'l‘('l'i’i"'ill” [is:] "“T\"lillf"!‘lﬂ 'Hl'&'ﬂ l'(‘i'l'r
tenmitnr g pebividn para usa andicaeia con el estadn, en
confarmidad con Tn Beecitn T80 did 580 Je Menertar
¢ lostituciones (W&IL). La iciaa del Jufe de Arbitras

abieecrd na evpediente bl ensie Uated tiene e} derechn

a exuominr o dorsmientos que constitaves s antecedentes
para fa dericion, Cinlguier informacitn que nsted propoe.

viene peemde ser l'nﬂlpmﬁl%n vom el paripnpenio e revvicion

sociates alel condado o ¢! Bepartwoento sfe Salud v Scrvicios

Humanog e los Faiamdos Unidaa
B ddesea solivitae ana gudienvia con of estado por recrite,
por fivar envie esta pdgina 2] depariamento  de

ar el conelado, B domieifio se eneneatra eo od frade de
cata npolifivacidn en la vsguing superior devecha,

Parn solivitar vealmente pna amficncias eon of estado o

pari ehifeney mis dnformacion con respeeto a sus derechos

a wpa awdiencie con el estada o os expedicniles puede
eommnicarse con la:

Oficina de Pregiuntas y Respiestas al Peblien
Depavismento de Servicios Sociales del Bstado
T4 Serect, Madl Siation 1003

Saeramentn, G 9O8E]

(BI0) MR (abners ;:mhl':in)*

THD (B0d) 95083 W Piea mordos solamente

*l]

osibiemente tenga guemarear el niimero *1” primero.

JA CON L BESTADO

Noembretapellita, e, inicial)

Nivmere e Nizarezn e nepurn noeinl

Pomtrilin

Ciadud

1at wha 3 ;nmhﬁ

Par mediode la presenle solivito wna mdienebn e el oore

tocatie a mis grrvicios socinles. L.ag rozones para it pelividn son tas siguientes:

woante ol Tpeo maneataafe Senvicioa Soeia

e 1onas el emsloea

wdel Fetade ron secpeeto w la e

SR e le paga on atidisncis po e

Binlecta

Firmn

He awiorizads g Ia aipiiente personn paea qo-
referenie a mi cacn,

B c1k epie e Himd

ALFTORIZA DO

Avtnizant Depavtmmenta ngue diaesta person mmadgoies inflormacidn

MNaowther lel renresenlante aatocirads

Domsicitin del represotante aulonizado

Frrmn de In prreenn cne solivite In peelisacia con ol catnra
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' STATE OF CALIFORNIA - HEALTH AND WELFARE AGENCY DEPARTRMENY OF S0CIAL SERVICES

IN-HOME SUPPORTIVE SERVICES
NEEDS ASSESSMENT—-FACE SHEET

A, RECIPIENT INFORMATION

CASE N TELEPHONE 808 MG DATE YR} | SEX
(CIRCLE ONE)
! i M__F
ADDRESS (NUMBER, STREET): ' HES COMPANION CASE(SH NAMEIS) AND NUMBERS
ciIrYy STATE JIP CODE
AECIHHENT S STATEMENT OF NEED: SPECIAL DIRECTIONS
EMERGENCY CONTACTS/INSTRUCTIONS: ALTERNATE RESCQURCES USED:  (LIST SOURCE AND SERVICE PROVIDED
SPECIAL CONDSTIONS/MEDICAL PROBLEMS:
8. MEL)ICAL E_N_FORMATiON
DIAGNOSIS /PROGNOSIS: DATE OF MEDICAL REQUEST
PHYSICIAN TELEPHONE PHYSICIAN TELEPHONE
f i [ }
PHYSICIAN TELEPHONE: PHYSICIAN TELEPHONE
¢ l { l
MEDICATIONS - PURPOSE
1 4. 7
2 ] B
3 6. 4.
C. OQTHER PERSONS IN HOUSEHOLD
RECEIVE 1HSS 20“*‘5 At REASON PERSON CANNOT
NAME AGE AELATIONSHIP CHOOL-
NS s | om0 | womk PROVIDE IMSS TO RECIPIENT
COMMENTS:
WORKER: TELEPHONE DISTRICT QFFICE [ DATE N
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